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A talk given to Foundation patients 


M any alcoholics establish and 
maintain sobriety for consi¬ 
derable periods of time, but then 
return to drinking. Frequently this 
occurs because they have not anti¬ 
cipated nor prepared for some of 
the hurdles and difficulties they 
will experience while recovering 
from alcoholism. 

Every person wants rewards and 
satisfactions as a result of his ef¬ 
forts. The alcoholic expects satis¬ 
factions from sobriety, but if these 
are not sufficient, he may return to 
drinking. It is hard to say how much 
satisfaction will be considered ‘suf¬ 
ficient’—and alcoholics frequently 
expect more than is realistic. If, 
however, the newly recovering alco¬ 
holic has in advance a realistic idea 
of some of the probable ‘dissatis¬ 
faction-producing’ situations he will 
encounter as his sobriety extends, 
he will be better able to deal with 
his feelings and retain his sobriety 
more successfully. 

Individual problems and difficul¬ 
ties which may threaten sobriety 
will vary considerably, but there 
are some factors which are common 
to nearly all middle and advanced- 
stage alcoholics. Following are a 
few of them: 

1. When an alcoholic decides to 
stop drinking it is because he is dis¬ 
satisfied with many of the conse¬ 


quences of his drinking. When he 
makes this decision, he feels a little 
better—all people obtain a certain 
satisfaction in making a decision to 
face a problem. However, the alco¬ 
holic is probably in poor physical 
and emotional shape, and as he 
starts a period without alcohol, he 
begins to feel worse instead of 
better. These feelings of satisfac¬ 
tion are short-lived and are soon 
replaced by feelings of dissatisfac¬ 
tion and distress. As his physical 
condition slowly improves and as 
he realizes that his whole world 
hasn’t quite collapsed around his 
ears, his emotional condition also 
improves. In addition, he is actually 
maintaining his sobriety and some 
hope and self-confidence return. By 
carrying out a long-deferred deci¬ 
sion to stop drinking, the alcoholic 
experiences an increase in feelings 
of satisfaction. 

2. Two to three months of so¬ 
briety is often enough to convince 
the alcoholic that he ‘has it made’ 
and no more special effort in the 
way of treatment or attendance at 
AA is necessary. He may decide it 
is quite safe for him to go in and 
have a ‘juice’ with the boys. He is 
letting his guard down and the 
thought ‘One won’t do me any 
harm’ is close. This period can be 
unsettling to the recovering alco- 
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holic. He hits a plateau—feelings 
of satifaction from sobriety are no 
longer increasing, so the feeling 
that he is progressing may be lost. 

Several other factors make this 
a rather dangerous period; 

—He has been sober now long 
enough to appreciate his situ¬ 
ation more clearly—to realize 
that the road back is long, and 
may be slow and bumpy in 
places. He may begin to doubt 
that he can really regain a 
satisfactory amount of what he 
has lost or he will begin to feel 
frustrated and resentful about 
how long it may take. 

—Others start making demands 
on him. He has been sober for 
a while, but there is less ap¬ 
proval voiced of this accom¬ 
plishment and perhaps more 
disapproval of other things he 
is, or is not doing. 

—Dwelling on past losses may re¬ 
duce his recently regained 
feelings of self-confidence and 
hope. 

3. The combination of these fac¬ 
tors often causes a marked decrease 
of satisfaction. Sobriety hardly 
seems worth it. Restlessness, de¬ 
spondency, irritability, strong temp¬ 
tation to drink, ‘I might as well be 
drunk as the way I am,’ ‘I’m no 
good sober either,’ are common ex¬ 
pressions and feelings during this 
phase. The alcoholic tends to avoid 
others during this period, because 
he feels that they are critical of 
him and doubt his ability to 
make a come-back. He may wish to 
avoid treatment interviews or AA 


meetings. Often he will rationalize 
his withdrawal from treatment or 
missed AA meetings by saying he 
‘doesn’t want to be a nuisance’ or 
he ‘doesn’t want to bother anyone.’ 
At a time when he most needs sup¬ 
port and re-inforcement, he feels 
too guilty to seek it. 

4. A dull ‘what’s the use’ atti¬ 
tude may now develop—he will feel 
unhappy and depressed about the 
present and the future. The 
thought, ‘A drink or two would sure 
help me along,’ may be a constant 
threat. Rationalizations may appear 
such as, ‘A drink or two would help 
me get a job,’ ‘I could sell better 
with one under my belt,’ ‘A drink 
would give me a good night’s sleep 
and cut down this jitteriness.’ 

5. Next comes a period of reor¬ 
ganization, of facing what has to be 
done and deciding how to do it— 
a period of getting accustomed 
again to living with the tensions 
and frustrations of every day life. 
Along about now, like a person who 
gets a ‘second wind,’ he again starts 
to experience a few satisfactions 
from sobriety. From then on there 
will be a slow, steady gain in the 
overall satisfactions from sober liv¬ 
ing, until he reaches an average 
level and average balance between 
rewards and dissatisfactions in his 
day to day living. He must, how¬ 
ever, be prepared to handle, cold 
sober, for the rest of his life, the 
difficulties, frustrations, disap¬ 
pointments, irritations and hurts 
that many non-problem social 
drinkers handle with the help of a 
drink or two. 
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SPECIFIC 

F ollowing are brief outlines 
of some of the specific hurdles 
the alcoholic will have to face and 
overcome if he wishes to maintain 
sobriety. 

Unemployment 

Often the alcoholic has no job 
and his work record in the past 
several years will be more of a de¬ 
triment than a help in finding one. 
He may be turned down many times 
and become discouraged and reluc¬ 
tant to face the risk of further 
rejections. He should be prepared 
for this. Finding a steady job won’t 
be easy. 

One of the most important things 
for the advanced alcoholic to do is 
to re-establish a record of job sta¬ 
bility. Therefore he may be well 
advised to keep his employment 
sights relatively low; to find a 
bread and butter job and hold it for 
6 to 12 months. He will then have a 
period of steady employment to 
refer to when a better job oppor¬ 
tunity comes along. 

Debts 

By the time the alcoholic does 
make a serious attempt to stop 
drinking he may have little money 
and lots of debt. The alcoholic must 
discharge his debts, but he cannot 
do this in a few months—it may 
take several years. After he secures 
steady employment and can budget 
his income, he should plan to dis¬ 
charge his debts gradually. 


HURDLES 

Attitude of Children 

The alcoholic’s children may have 
learned during the course of his 
illness to disregard him. It will take 
a while for them to unlearn this. 
During the first year of his sobrie¬ 
ty, his children may act toward him 
in ways that he considers disre¬ 
spectful or they will seem to show 
little regard for his opinion. During 
the last few years, they have 
learned to turn to their mother as 
the authority in most things con¬ 
cerning the family. Naturally, as 
father and husband, the alcoholic 
resents his lost role. He must, how¬ 
ever, be prepared to be patient 
with his children and give them 
plenty of time to recover their re¬ 
spect and love for him. As his 
sobriety extends, this will occur. 
He should guard against temper 
outbursts and authoritative de¬ 
mands for proper respect, as these 
wiil only impede the change in the 
children. 

Attitude of the Spouse 

Many an alcoholic who is doing 
a good job of maintaining sobriety 
feels that his wife is unnecessarily 
anxious about him and is always 
ready to worry for fear he is going 
to ‘sip.’ His irritation about this, 
if he isn’t careful, can build to the 
point where he begins to feel that 
he might as well ‘give her some¬ 
thing to worry about.’ An alcoholic 
should try to remember that his 
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wife’s anxiety is the result of long 
and painful experience and also 
that much of it is based on genuine 
concern for him. It is natural for 
her to worry when he is late get¬ 
ting home, or when he is under 
tension of some kind, and he should 
try his best to accept this without 
resentment, and reassure her. 

As his period of sobriety in¬ 
creases, she will gain increasing 
confidence. Only his continued so¬ 
briety can break her habit of worry¬ 
ing about whether he is going to 
‘fall off’ again. 

Frequently after several months 
of sobriety, marital friction will de¬ 
velop in the home of the recover¬ 
ing alcoholic over ‘who is running 
the house,’ or ‘who is in control 
of family affairs.’ Often, as the hus¬ 
band’s alcoholism progressed, the 
wife has had to take over control 
of the household in order to keep 
the family together. She may have 
become accustomed to making most 
of the decisions and may find it 
difficult to give up this role. 

Wives of alcoholics frequently 
say of their drinking husband ‘he’s 
a wonderful husband when he is 
sober. If he would only quit drink¬ 
ing our marriage would be perfect.’ 
When sobriety does occur, a wife 
may fail to realize that her husband 
is trying his best to make up for 
his behavior during drinking. He is 
bending over backwards to be plea¬ 
sant and considerate—he does not 
argue, or contradict, or demand his 
own way. 

After he has maintained sobriety 
for a period of time, he doesn’t 


need to be continuously atoning or 
agreeing with everything in order 
to prove he is a nice person. In 
other words, when permanently 
sober, he reverts to being an ordi¬ 
nary rather than perfect husband. 
A wife may be accustomed to a 
husband who is belligerent and de¬ 
manding when drunk, but she is 
often not prepared for behavior 
which is demanding or critical 
when he is sober. Readjusting to 
this ‘new person’ may be difficult 
for her. It is often helpful, at this 
stage, for both partners to have 
professional counselling. This will 
facilitate the necessary transition 
from the pre-sobriety disorder of 
the marriage to a comfortable, en¬ 
during relationship. 

High Spots 

Often alcoholics who have held 
their sobriety through periods of 
real distress and hardship will start 
to drink when they get a ‘lucky 
break’ or when things are going 
well and they are regaining ground 
rapidly. Every recovering alcoholic 
should be aware that, when he has 
overcome many of his problems, 
there is a likelihood that he will 
start to drink. He may feel that 
since he has solved most of his 
problems and is no longer worry¬ 
ing as much, he should be able to 
take a drink or two like others and 
keep it under control. If he does 
try this, he takes the first step back 
to all the worries and difficulties 
he has just overcome. 

Dry Drunks 

This is an apt AA term and 
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refers to a condition that many re¬ 
covering alcoholics experience — 
even after substantial periods of 
sobriety. 

A ‘dry drunk’ is a period of 
several days when the alcoholic 
feels depressed, apprehensive, un¬ 
able to sleep—for no apparent rea¬ 
son. As sobriety extends, these 
periods will occur less frequently 
and will be less intense. The alco¬ 
holic who is not prepared for the 
occurrence of a ‘dry drunk’ may get 
panicky and feel that be is cracking 
up. The recovering alcoholic, who 
begins to experience one of these 
tension periods, should get in touch 
with his treatment clinic or with his 
AA friends or with both, and 
strongly resist the old habit of 
thinking that ‘a couple of drinks 
would settle me down.’ 

Delayed Fatigue 

During the early period of sobrie¬ 
ty feelings of fatigue are only one 
of a number of distressing feelings 
that the alcoholic may have. These 
feelings become less troublesome 
as sobriety extends and as physical 


and emotional health improves. 
Sometimes, however, after six or 
twelve months of sobriety during 
which he has achieved better gen¬ 
eral health than he has enjoyed for 
years, he will experience a sudden 
drop in his general energy level 
and will feel very tired for a period 
of time. 

Why this occurs has not been 
satisfactorily explained, but it is 
quite common among recovering al¬ 
coholics during the six to eighteen 
months period of sobriety — and 
may occur even after that. If it does 
occur, the alcoholic should not feel 
he has to try to ignore these feel¬ 
ings. He should get additional rest 
—and lots of it. Wives and families 
of alcoholics should be made aware 
of this phenomenon. If the recover¬ 
ing alcoholic tries to ignore the 
feeling of acute fatigue and persists 
in his usual activities despite them, 
the whole cluster of distressing 
feelings common to the early 
period of sobriety may return. Fa¬ 
tigue in the alcoholic when impro¬ 
perly understood and managed, 
may possibly be the precipitating 
factor in the so-called ‘dry drunks.’ 


BUILDING A NEW SELF-IMAGE 


A ll of us carry around a 
mental picture of the kind of 
person we are. All our various attri¬ 
butes, whether real or imaginary, 
of a physical, mental or emotional 


nature, are contained in our indi¬ 
vidual ‘self-image.’ A person who 
has developed alcoholism must ob¬ 
viously have a well-developed con¬ 
cept of himself as a drinking per- 
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son. This concept is the result of 
years of drinking and it is rein¬ 
forced by the fact that he is known 
to his friends as a drinking person. 

When the alcoholic decides to 
stop drinking, an important part 
of his self-image is disrupted. It is 
very difficult for the alcoholic to 
begin to change his image of him¬ 
self so that he thinks of himself 
as a non-drinking person. He may 
even feel a certain hostility towards 
the abstainer or think of him as 
queer or strange. Naturally, then, 
he would not want to picture him¬ 
self as a non-drinker. In spite of 
this, the alcoholic must change his 
self-image from ‘drinker’ to ‘non¬ 
drinker’ if sobriety is to be main¬ 
tained without great discomfort. 
He must learn to accept this con¬ 
cept of himself as real and he must 
be able to say, unemotionally, in 
any company, on any occasion that 
he does not drink. There must be 
no loop-holes in this new picture of 
himself as a non-drinking person. 


How Does One Change 
the Self-Image? 

Knowledge and practice are the 
main tools to bring about a change. 
The alcoholic must have adequate 
knowledge of the facts of alcohol¬ 
ism. He needs to recognize that it 
is a chronic disease and any further 
intake of alcohol is inadvisable and 
treacherous to his well-being. On 
the basis of this knowledge, the al¬ 
coholic must begin at once to prac¬ 
tise thinking and acting as an ab¬ 
stainer. He must learn to discuss 
his condition when necessary, with¬ 
out shame or confusion, until he 
becomes completely at ease with 
this new aspect of himself. He must 
learn how to decline a drink grace¬ 
fully, without offending or embar¬ 
rassing his host and, even more 
important, he must learn how to 
say ‘no’ to his own inner urgings 
to drink. He must confront himself 
with his own rationalizations, 
whether public or private, and 
adopt and practise new ways of 
handling the tensions of every day 
life. 


TESTING 


It is very common for the person 
who is recovering from alcoholism 
to wonder, after awhile, whether or 
not he really is alcoholic. He be¬ 
gins to think that he could control 
his drinking now if he handled it 
a little differently. This line of 
thinking is dangerous, but under¬ 


standable. Once the troubles which 
accumulated during his drinking 
career begin to subside, the alco¬ 
holic may feel that he can now 
drink normally. This is a failure in 
logical thinking, of course, because 
the troubles were almost always the 
result, or at least were greatly 
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accentuated by, the excessive 
drinking. 

Sometimes, it is possible for the 
alcoholic to drink for a month or 
two before he gets into real trouble 
again. The experiences of thou¬ 
sands of persons affected by alco¬ 
holism indicate that controlled 
drinking is impossible for them. It 


LONG TERM 

As in any other serious illness, 
the recovering patient must be pre¬ 
pared to carry through a long term 
recovery program. He should see 
his doctor for regular physical 
check-ups. He should tell his doctor 
that he is alcoholic so that appro¬ 
priate precautions regarding the 
use of sedative drugs are taken. 
The recovering alcoholic must look 


is only a question of time before 
the disease is reactivated. The de¬ 
sire to ‘test’ is really an excuse to 
support a hidden wish to drink 
again and it should be recognized 
for what it is, a manifestation of 
underlying tension, which needs to 
be dealt with by other means than 
drinking. 


RECOVERY 

after his health and ensure that 
his diet is satisfactory. For many 
years alcohol has been an impor¬ 
tant source of calories. When the 
alcoholic stops drinking, he must 
replace this source of energy with 
food: he must learn to eat breakfast 
again. Extremes of hunger and 
tiredness should be avoided as they 
can lead to an onset of drinking. 
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DON’T TELL ME I’M NOT ALCOHOLIC 


By John Boit Morse 

P LEASE DON’T TELL me I’m 
not an alcoholic. You endanger 
my life if you do. If you persuade 
me to take a drink, ‘just a little 
one,’ I could die because of it. 

I am writing this article because 
I am an alcoholic and well-meaning 
friends keep telling me I’m not. ‘An 
alcoholic? Don’t be silly! Not you!’ 
they say. ‘Oh, maybe you did drink 
a little too much, but you were 
under a lot of pressure then. That’s 
all over now. Come on, boy . . . say 
when!’ 

I have known alcoholics, strug¬ 
gling to eliminate alcohol from 
their lives, who did weaken, who 
did ‘say when.’ I have seen the grim 
trap of addiction close on them 
again. I have seen them die of it. 
Many alcoholics do. If allowed to 
run its course, alcoholism is a 
fatal disease. It can be arrested, if 
the victim stops drinking, but it 
cannot be cured! Long abstinence 
makes absolutely no difference. An 
alcoholic who has not touched 
liquor for 20 years is just as much 
an alcoholic as he ever was. To tell 
such a person that he doesn’t have 
an incurable and fatal disease is 
absolute madness — and all too 
often it is exactly what the victim 
wants to hear. 

Nobody enjoys being an alco¬ 
holic. Most of us who are on a pro¬ 
gram of recovery—and we repre¬ 
sent only six or seven per cent of 
all alcoholics—have struggled to a 
painful acceptance of a stark fact: 


We are physically different in our 
reaction to alcohol. We cannot 
drink. On our constant recognition 
of this fact depend our happiness, 
our sanity, our lives. But we are 
like tightrope walkers; one small 
push can send us hurtling into the 
depths below. 

Why are well-intentioned people 
sometimes guilty of giving us this 
push? In the first place, friends 
who are fond of us don’t want us 
to be alcoholics because of the stig¬ 
ma that is still attached to the 
label. Medical science has at last 
tagged alcoholism for what it is— 
a disease. But public opinion is 
slow to follow. So, when a friend 
tries to tell you that you’re not an 
alcoholic, he thinks he is doing you 
a kindness. 

In the second place, many people 
still have a fixed and stereotyped 
conception of what an alcoholic is 
—a human derelict on Skid Row, 
or a moneyed ne’er-do-well lan¬ 
guishing in some institution. If you 
don’t fit into either category, they 
find it impossible to believe you 
have lost your tolerance for alco¬ 
hol. 

In the third place, your admis¬ 
sion that you are an alcoholic dis¬ 
turbs some of your friends because 
it is a threat to their own drinking 
habits. If this fellow is an alcoholic, 
they say to themselves uneasily, 
what about me? There is little logic 
in such a reaction; only one drinker 
out of 15 or 16* becomes an alco¬ 
holic. But I have had the distinct 

•In the U.S. The rate in Canada is ap¬ 
proximately one drinker in 30. 
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impression, on many occasions, that 
the person loudly assuring me that 
I couldn’t be an alcoholic has really 
been trying to reassure himself. 

And finally, alcoholics often have 
to face strong opposition from close 
relatives who feel that any such ad¬ 
mission will bring disgrace or dis¬ 
approval upon the family. Recently 
a good friend of mine died of alco¬ 
holism at the age of 43. Doctors 
found her physical disabilities indi¬ 
cated she had been an alcoholic for 
a great many years. Yet six months 
before she died, her father told me 
impatiently that she wasn’t an alco¬ 
holic, and named a dozen women 
who drank more and behaved far 
worse. All her friends and relations 
had assured her that she wasn’t an 
alcoholic. Most of them still think 
she died of heart failure, a false¬ 
hood that the newspapers faithfully 
recorded. 


T he only way an alcoholic 
can begin a program of recov¬ 
ery is through recognition of his 
disease. This is never easy since 
addiction invariably carries with it 
a deadly tendency to justify, to 
rationalize, to deny anything that 
might bring about the end of drink¬ 
ing. Believe me, I know. I went 
through it myself. 

A number of years ago, three 
people very close to me seemed to 
have drinking problems, so I ob¬ 
tained and read Marty Mann’s ‘Pri¬ 
mer on Alcoholism’ with a view to 
being of help. Several years later, 
my own drinking behavior was suf¬ 


ficiently abnormal and depressing 
to make me recall the book. I re¬ 
read it, and I also read ‘Just One 
More’, by James Lamb Free. It was 
a grim experience. I tried franti¬ 
cally to dodge. I sought every 
means to prove that I wasn’t an al¬ 
coholic. But the evidence was too 
strong. 

What evidence? Well, in one of 
his classic studies. Dr. E. M. Jel- 
linek lists the characteristics dis¬ 
played by the victim of alcoholism 
in three successive stages of the 
disease. I found that many of these 
descriptions applied to my own be¬ 
havior. Black-outs, for example. 
These are episodes involving loss of 
memory, and should not be con¬ 
fused with ‘passing out.’ There 
were many times when I would 
play bridge quite competently all 
evening, and have little or no recol¬ 
lection of it the next day. Once I 
drove 120 miles from San Francisco 
to my home in Pebble Beach, and 
woke up the next day with no 
awareness of having made such a 
trip. 


M any other symptoms listed 
by Dr. Jellinek were present 
in my drinking pattern, although, 
like many alcoholics, I usually suc¬ 
ceeded in keeping them from my 
friends. Sneaking drinks, evasive¬ 
ness about drinking habits, exces¬ 
sive remorse the morning after— 
the signs were all too plain. I was 
still years from Skid Row, but I was 
on my way. I didn’t look like an 
alcoholic, and I obviously didn’t act 
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like one—but when I finally de¬ 
scribed my symptoms to a doctor, 
he confirmed my fears—I was one! 

I remember very well the reac¬ 
tion among some of my closest 
friends. It was almost violent: deri¬ 
sion, denial, anger, endless proof 
that I could not be an alcoholic. 
Soothing, wonderful words to a 
man who craves a drink! Welcome 
justification for starting all over 
again! 

I know now that these reactions 
were based on ignorance — false 
conceptions of what an alcoholic is 
and how the disease works. Nobody 
knows all about alcoholism; even 
to the experts, some aspects of it 
remain a mystery. Let me try to 
dispel a few of the major miscon¬ 
ceptions. 

To begin with, please don’t con¬ 
sider the alcoholic a moral weak¬ 
ling. Actually, he may have more 
will power than you have. But he 
is ill—the sickest of men. 

Next, don’t limit your mental pic¬ 
ture of an alcoholic to the derelict 
in the last stages of the disease. 
There lies the derelict in the gutter, 
close to insanity or death. Has he 
just recently become an alcoholic? 
Was it five years ago when he 
became a dishwasher? Was it ten 
years ago when his wife divorced 
him? 

Was it 15 years ago when he lost 
his bank job? Was it 20 years ago 
when he first began sneaking his 
drinks to make sure of getting his 
share? Was it 25 years ago when 
he had his first blackouts? Today 
science knows that he became an 


alcoholic at least 25 years back— 
and that he was just as much an 
alcoholic then as he is now. 

T ry to remember that alco¬ 
holism is an iceberg disease 
—the symptoms are largely hidden, 
at first. In fact, during the first five 
or ten years of their addiction, alco¬ 
holics generally take great care to 
appear as normal social drinkers. 
It is the heavy drinker or occasional 
drunk who misbehaves. It is the 
alcoholic who apparently remains 
sober. But it is the alcoholic who 
slips away first from a cocktail 
party, often on the pretext that he 
has work to do, but who then goes 
home or to on out-of-the-way bar 
and satisfies his grim, compulsive 
need. 

Don’t be misled by appearances. 
My wife, Virginia, who recovered 
from alcoholism when she was 29, 
is a youthful and energetic woman. 
People meeting her for the first 
time, learning of her disease, in¬ 
variably protest, ‘You can’t be an 
alcoholic; you look as healthy as a 
child!’ She is an alcoholic — and 
looks as youthful as any victim of 
the disease who has been blessed 
with an early recovery. 

Alcoholics Anonymous leaves 
statistics to the medical authorities 
and the research groups, but it is 
a generally accepted fact that in the 
beginning, some 24 years ago, the 
average age of AA members was 
50 or more, because only end-of- 
the-liners were thought to be alco¬ 
holics. Today, younger people are 
joining in various programs of re- 
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covery. Most newcomers to AA 
nowadays range from teen-agers to 
persons in their 20’s, 30’s or 40’s. 
They are recognizing the disease 
early. 

T his brings me to one last 
recommendation. Sometimes 
the young recovered alcoholic is 
told that he must have had a light 
case since it didn’t progress very 
far, and that surely he must be able 
to take a little wine or beer. In the 
first place, there is no such thing 
as a ‘light’ case. The alcoholic who 


crosses the invisible line is—and 
will remain — an alcoholic all his 
life. And there is no such thing as 
a partial alcoholic: either you are 
one or you’re not. In the second 
place, it doesn’t matter whether the 
fatal drink is wine, beer, 100-proof 
bourbon — or for that matter a 
cough syrup with an alcohol base. 
It is the alcohol that does the dam¬ 
age, in any form. 

But don’t tell them they’re not 
alcoholics. If you are wrong and 
they believe you, they may die. 


Reprinted from THIS WEEK maga¬ 
zine. 

Copyright 1959 by the United 
Newspaper Magazine Corporation. 
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ON-THE-JOB 
BEHAVIOUR 
OF PROBLEM DRINKERS 

by Milton A. Maxwell, Ph.D. 


T he alcoholic employee not 
only can be a “hidden man” 
but usually is. Research evidence 
to support this claim was given in 
the December issue of PROGRESS. 

Much of this, it was pointed out, 
was due to strenuous efforts by the 
employee himself to hide his prob¬ 
lem at work even after his home 
and social life had begun to 
deteriorate. But, it was also shown 
that after signs of problem drink¬ 
ing do begin to appear on the job, 
supervisors often join in hiding 
the problem from superiors up the 
line. There is less of this when the 


company has adopted the en¬ 
lightened policy of helping the 
alcoholic employee who is willing 
to obtain help for his problem. 
Too few supervisors, however, 
know enough about the true nature 
of alcoholism or about the symp¬ 
toms of the early and middle 
phases of this progressive pattern 
to have a solid basis for recogniz¬ 
ing and properly evaluating the 
early signs of alcoholism when they 
do show up in the case of a par¬ 
ticular employee. 

T O IMPROVE our knowledge 
about the actual on-the-job be¬ 
haviour of problem drinkers, the 
writer undertook a study of 400 
male alcoholic employees who had 
‘recovered,’ or were under treat¬ 
ment at a clinic.' These 400 men, 
mostly from the highly industrial¬ 
ized Eastern and Midwestern areas 
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of the United States, represented 
all status levels in many kinds and 
sizes of business and industry. 

On a questionnaire, these men 
checked their own behaviour on a 
list (developed through many in¬ 
terviews) of 44 on-the-job signs of 
problem drinking. The top 20, 
ranked in terms of serious or mod¬ 
erate occurrence, are listed in the 
table. There we see that hangovers 
led the list, occurring seriously or 
moderately often in 84 per cent of 
the cases. There is nothing start¬ 
ling about this finding, but some 
readers will be surprised to learn 
that 12.3 per cent (49 of the 400 
men) rarely had a hangover on the 
job and 3.7 per cent (15 men) 
stated that they never brought a 
hangover to the job. 

The next most frequent on-the- 
job sign to occur seriously or mod¬ 
erately was increased nervousness. 
This was followed in order by 
greater irritability, putting things 
off, red or bleary eyes, more spas¬ 
modic work pace, sensitivity to 
opinions about own drinking, hand 
tremors, avoiding boss or asso¬ 
ciates, and neglecting details for¬ 
merly attended to. These are the 
top ten signs, occuring seriously or 
moderately in two-thirds or more of 
the cases. 

The next ten signs, shown in the 
table, occurred seriously or moder¬ 
ately in 55 or more per cent of the 
cases. A careful reading of this list 
of 20 signs is most revealing. 


lEarly identification of problem drinkers 
in industry, Quarterly Journal of Studies 
on Alcohol. 21:655-678, 1960. 


One of the most significant find¬ 
ings of the study, however, has to 
do with absenteeism. The reader 
may have noticed that absenteeism 
was not among the top 20 signs in 
the table (it ranked 24th.). Yet, 
absenteeism is often spoken of as 
one of the first signs of problem 
drinking to appear on the job. 
Furthermore, it is assumed to oc¬ 
cur early and substantially in the 
case of almost every alcoholic em¬ 
ployee. 

In another phase of the study, the 
400 men were asked to list the five 
earliest signs which appeared on 
the job in their respective cases. 
On this list, absenteeism ranked 
next to the top, second only to 
hangover. This is to say, absentee¬ 
ism did occur early with great fre¬ 
quency, but a substantial amount 
of absenteeism was strenuously re¬ 
sisted. 


I N A SO-CALLED ‘scaling analy¬ 
sis’ of the relationship of the 
signs to each other, the 44 signs 
were grouped into four categories: 
1) hangover, 2) absenteeism (in¬ 
cluding all partial forms such as 
tardiness, leaving post temporarily, 
leaving early, longer lunches), 3) 
evidence of alcohol in the blood at 
work, and 4) physical or behav¬ 
ioural signs of a drinking problem 
such as increased nervousness, 
hand tremors, spasmodic work 
pace, etc. 

This analysis revealed that sub¬ 
stantial absenteeism did not occur 
until each of the other 3 groups of 
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Application for Membership in the 
ALCOHOLISM FOUNDATION OF ALBERTA 
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Professional Training 
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however, does depend on membership donations and the United 
Community Fund, or Community Chest. 

All membership contributions are tax deductible. 
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ON-THE-JOB DRINKING SIGNS RANGED BY PER CENT OF 
, ALCOHOLIC EMPLOYEES INDICATING SERIOUS OR 

^ MODERATE OCCURRENCE 

1 Degree of Occurrence 

Serious or Rare or 


Drinking Signs Moderate 

%* 

Mild 

% 

Never 

% 

1. Hangovers on the job 

84.0 

12.3 

3.7 

2. Increased nervousness 

82.8 

13.9 

3.3 

3. Greater irritability 

75.3 

15.4 

9.3 

4. Putting things off 

72.3 

15.7 

12.0 

5. Red or bleary eyes 

70.3 

20.2 

9.5 

6. More spasmodic work pace 

69.2 

17.4 

13.4 

7. Sensitivity to opinions about own 

drinking 

68.3 

18.7 

13.0 

8. Hand tremors 

67.9 

21.7 

10.4 

9. Avoiding boss or associates 

67.3 

17.5 

15.2 

10. Neglecting details formerly attended to 

65.8 

22.0 

12.2 

1 11. Indignant when own drinking was 

1 mentioned 

65.7 

19.7 

14.6 

1 12. Drinking at lunch time 

61.1 

16.6 

22.3 

; 13. Morning drinking before going to work 

60.7 

18.1 

12.2 

i 14. Flushed face 

60.4 

23.3 

16.3 

i 15. Lower quantity of work 

59.6 

23.6 

16.8 

16. Using “breath purifiers” 

59.1 

20.4 

20.5 

17. Making mistakes or errors of judgment 

58.3 

34.0 

8.7 

18. Lower quality of work 

57.8 

23.1 

19.1 

j 19. Mood change after lunch or other 

1 drinking 

55.8 

19.4 

24.8 

1 20. More intolerant of fellow workers 

55.7 

22.3 

22.0 


•Total responding to each item ranged from 400 to 379. 


! signs was showing on the job in 
i substantial fashion. 

This analysis also showed that 
repeated evidence of alcohol in the 
blood did not occur until there 
I were many physical and behav- 
j ioural signs showing on the job 
j plus hangovers. 

What we seem to have is this. As 
the drinking problem becomes pro¬ 


gressively worse, more and more 
signs will appear on the job. But 
morning drinking before going to 
work, or drinking during the work 
day, is avoided because it is looked 
upon as a serious threat to keeping 
the job. The same is true of absen¬ 
teeism. But, when the drinking 
problem becomes bad enough, 
drinking before going to work, or 
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at work, is risked in order to avoid 
the even greater risk of more ab¬ 
senteeism. Thus, substantial absen¬ 
teeism will seldom occur until even 
drinking on the job can no longer 
prevent it. 

N OW, how does all this, includ¬ 
ing the other findings of the 
study, help the supervisor to know 
when he has a problem drinker on 
his hands? 

Obviously, substantial absentee¬ 
ism can occur for reasons other 
than problem drinking. So can all 
the observable physical and be¬ 
havioural signs on the list. These 
may all be due to some other prob¬ 
lem or problems. But, when either 
repeated absenteeism or evidence 
of physical or behavioural disturb¬ 
ance is accompanied by either re¬ 
peated hangovers or any signs of 
alcohol in the blood at work (ex¬ 
cept where lunch-time drinking or 
other drinking at work is generally 
permitted), the supervisor has 
every reason to suspect that he has 
an alcoholic on his hands. 

He will then do well to keep his 
eyes open for signs of repeated 
hangovers (headache, thirst, jitters. 


procrastination, and avoidance of 
others, etc.); for repeated signs of 
alcohol in the blood, such as the 
aroma of alcoholic beverages on 
the breath, aroma of breath 
‘purifiers’ or ‘covers,’ avoidance 
of others, or striking mood changes 
during the day. And, according to 
the study, he can look for other 
easily observable signs, common in 
the case of alcoholic employees, 
such as red or bleary eyes, flushed 
face, hand tremors, increased ner¬ 
vousness, greater irritability, a less 
even or more spasmodic work pace, 
putting things off, neglecting de¬ 
tails formerly attended to, and any 
evidence of a deterioration in work 
performance. 

W HEN we keep in mind the 
point made at the beginning, 
that the problem is usually in exist¬ 
ence and hidden for some time be¬ 
fore the first signs show on the job, 
then it is clear that supervisors 
need to place a more serious inter¬ 
pretation on the signs when they 
do begin to show on the job, espe¬ 
cially when they show repeatedly 
in the combinations revealed in 
this study. 


lllllllilllllllllllllllllltlllllllllllllllllllllllllllllllllllllllllllll 

Milton A. Maxwell, Ph.D., who 
spent a year in Alberta as Con¬ 
sultant and Director of Program¬ 
ming for the Foundation, is Pro¬ 
fessor of Sociology at Washington 
State University, Pullman. 
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ALCOHOLICS ANONYMOUS 


Doctors in AA 


W hat can we AA members 
do to help the millions of 
our suffering brother and sister al¬ 
coholics who have not yet profited 
from our program of recovery? 

That question was put to guest 
speaker Dr. E. M. Jellinek, non¬ 
alcoholic dean of the world’s alco¬ 
holism scientists and a long-time 
friend of AA, at the twelfth annual 
meeting of International Doctors in 
AA in Toronto, Canada. 

Dr. Jellinek had two specific sug¬ 
gestions: ‘Remain flexible,’ he said 
‘and develop new sets of language 
in which to express your unchang¬ 
ing principles— terms which are 
understandable to other alcoholics. 
It’s a matter of communication.’ 

Dr. Jellinek also said he foresaw 
a brilliant future for AA, so long 
as it continues to adapt itself and 
develop new techniques to meet the 
ever-changing present. He pointed 
out that the concepts and ideology 
of early-day AA seemed to be most 
effective with ‘last gasp’ alcoholics, 
but as time has passed the AA 
terminology has evolved to attract 
both the ‘high bottom’ and the 
young alcoholic. If AA’s framework 
of ideas can be put into new terms 
which awaken therapeutic, healing 
echoes in those alcoholics who can¬ 


not respond to AA as it is now gen¬ 
erally presented, they too might be 
helped, Dr. Jellinek suggested. He 
said the alcoholic population so far 
not reached by AA may be as large 
as 99.5 percent of the world’s alco¬ 
holics. AA seems to be now effec¬ 
tive with between one-half and five 
percent of the alcoholics in any 
given North American, British or 
Scandinavian culture. 

The annual AA doctors’ assembly 
is a good example of a specialized, 
highly developed communication 
technique which reaches alcoholics 
otherwise not touched by AA. Their 
meetings reveal a way of ‘carrying 
the message’ uniquely effective with 
doctors who suffer from alcoholism, 
men who might never have found 
AA in the ordinary way. 

I asked the doctor who started 
the ‘International Doctors in AA’ if 
alcoholic doctors have a harder 
time with the AA program than 
some members, and if special doc¬ 
tors’ meetings help. He has been 
sober more than fifteen years, and 
has attended all the AA doctors’ 
special meetings. 

Here’s what he said: ‘As my 
drinking got worse and worse, three 
psychological obstacles held me 
back from AA: What will my be- 
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loved profession think of me and 
will I be barred from practice for 
being an alcoholic, or for admitting 
it, or for seeking help from laymen; 
if I went to AA and it became 
known, would I have a medical 
practice and be able to make a liv¬ 
ing for my family; what would my 
friends think if I went to AA?’ 

All three drawbacks were thrown 
off one bitter day when he felt so 
desperate he declared aloud, to 
himself, ‘I don’t give a damn what 
anyone thinks; I want to get well!’ 
And so the drinking doc finally 
found AA and sobered up. Now he 
has answers for each of those 
doubts which once kept him from 
AA. 

A few years ago his county medi¬ 
cal society honored this man with 
a special ‘award of merit’ because 
of his work with alcoholics. His 
private practice so flourished that 
it got out of hand and he finally 
had to give it up and retire to a 
less strenuous public health post in 
another state. He lost only one 
friendship because of his sobriety, 
and that was with a man who seems 
to have a drinking problem. 

After several happy years of so¬ 
briety, this doctor began to wish 
he could talk over AA with fellows 
who were not only AA members, 
but also members of his profession. 
‘A doctor is trained to use self-as¬ 
surance as a useful treatment de¬ 
vice,’ he said. ‘It comforts patients, 
and an MD learns to admit his 
doubts only to another MD; not 
even his wife. I wasn’t discontented 
with laymen’s AA, but I thought it 


would be even nicer to have a fel¬ 
low alky medic around.’ 

Another idea grew at the same 
time. ‘One sober doctor in AA 
could have little effect on the medi¬ 
cal profession,’ he said, ‘but an or¬ 
ganized group of respected physi¬ 
cians, all of them good, sober AA 
members, might be a real help to 
my profession in its attempt to un¬ 
derstand alcoholism and its treat¬ 
ment.’ 

He discussed his idea with many 
sympathetic medical men, as well 
as the AA General Service people. 
Then with their advice and encour¬ 
agement the July, 1949, issue of 
Grapevine carried a short note, 
headed, CALLING AA DOCTORS! 
It announced the plan, purpose and 
place of the first ‘International Doc¬ 
tors in AA’ assembly. 

Twenty-five medics showed up 
for that session, and there have 
never been fewer at any of the suc¬ 
ceeding meetings. More than 180 
MD members of AA have attended 
the meetings over the years. One, 
a Briton, came over from India. 
Many others from many countries 
have corresponded; forty-three doc¬ 
tors were present at the 1961 meet¬ 
ing. Doctors came to Toronto from 
two Canadian provinces and seven¬ 
teen states and most brought their 
wives and children. Five of them 
were psychiatrists, several of whom 
specialized in treating alcoholics. 
Almost every other known branch 
of medical science was represented. 

Many of those present are emi¬ 
nent in medical circles, some are 
even internationally distinguished. 
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All are respected, licensed practi¬ 
tioners in good standing, and all 
belong to their appropriate profes¬ 
sional societies. Many of them serve 
on committees or commissions deal¬ 
ing with alcoholism. Obviously, this 
comparatively small group of AA 
members wields a far greater influ¬ 
ence on the alcoholic problem than 
some other AA groups can. 

O NE OF THE most vital services 
they have performed is 
twelfth-stepping other doctors who 
need help but hesitate to approach 
AA. As one doctor told me, T knew 
I was having booze trouble, and I 
secretly suspected only AA could 
help me, but I simply couldn’t 
bring myself to trust laymen for 
treatment.’ He was one of several 
doctors present who said that in 
their case a narrowly literal adher¬ 
ence to the words of AA’s Tradition 
of ‘attraction rather than promo¬ 
tion’ would have condemned them 
to death. They were saved when 
other AA doctors refused to wait 
for them to become ‘attracted’ to 
AA. The sober doctors simply went 
to their drinking colleagues, broke 
their personal anonymity privately, 
and laid the facts about alcoholism 
and AA on the table. Coming from 
another doctor, this unsolicited 
sharing of knowledge and experi¬ 
ence has worked for many drinking 
doctors. Perhaps this Twelfth Step 
technique is an example of a dif¬ 
ferent kind of carrying the mes¬ 
sage, or communication, which 
works with some otherwise un¬ 
reachable alcoholics. 


Virtually all of the AA doctors 
at the Toronto meeting are active 
in local AA groups, and many 
reported serving on local and Gen¬ 
eral Service committees. They 
seemed to have an unusual respect 
for AA’s Traditions — especially 
those regarding anonymity and co¬ 
operation with other agencies. 

The experience reported by a 
chest disease specialist, sober since 
1948, is typical. When he saw the 
1949 Grapevine notice about doc¬ 
tors in AA, he longed to go and was 
relieved to learn he wasn’t the only 
‘peculiar’ doctor. He got to the sec¬ 
ond international doctors’ session, 
and ‘Life hasn’t been the same 
since,’ he said. ‘As AA gave me the 
courage to hold up my head as an 
alcoholic, these meetings gave me 
the courage to hold up my head as 
a doctor. When I met all these fine 
doctors in AA, it was the greatest 
thing that ever happened to me 
professionally. Association with 
them has enabled me to assume 
my real responsibilities within the 
medical profession.’ 

He stopped hiding from other AA 
members the fact that he is a doc¬ 
tor. He has made his own case his¬ 
tory known to the secretary of the 
county medical society. ‘Look at all 
the good just one A A doctor can do 
in his community,’ he pointed out. 
He said he not only twelfth-steps 
his patients in his practice, freely 
discarding his anonymity if he 
thinks it will do some good, but is 
called in to help other doctors in 
trouble. He speaks frequently about 
alcoholism and AA—both as a doc- 
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tor and as an AA member—to all 
kinds of groups, both lay and pro¬ 
fessional. 

‘At the annual meeting of Inter¬ 
national Doctors in AA we get asso¬ 
ciation with men of our own profes¬ 
sion in an AA spirit,’ he said. ‘It is 
an addition to our AA lives, not a 
substitute for anything else.’ 

That pretty well sums up how 
this grateful non-medical AA guest 


felt. It delighted my heart to hear 
in the over-coffee bull sessions far 
more talk about spiritual values in 
our program than there was about 
drug therapy for alcoholics. And 
furthermore, I came away con¬ 
vinced I had been present at a 
meeting pointing to some of AA’s 
future growth along exactly the 
lines Dr. Jellinek had indicated — 
new channels of communication. 


Reprinted by permission from the 
AA GRAPEVINE, January, 1962. 


PASTORAL 


‘Make My Husband Stop Drinking’ 

by C. Robert Dickey 


Clergymen are often approached 
by wives of alcoholics with the an¬ 
guished plea, ‘Make my husband 
stop drinking.’ The wife wants the 
minister to go out right away and 
talk to the husband, who is drink¬ 
ing his job away, keeping herself 
and the children in a state of con¬ 
stant turmoil and terror. She has 
‘tried everything’ and now she 
wants the priest or minister to take 
over. Should he do so? As a general 
rule, the answer is ‘No.’ 

If this is surprising to you, con¬ 
sider the situation. In the great 
majority of cases the couple has 
been married for a good many 
years. In the past, and even at this 
point, the wife has more influence 
and control over her husband than 
anyone else, even a priest or mini¬ 
ster, whom the alcoholic probably 
sees as an authority or judgmental 
figure. If the clergyman goes to see 
the alcoholic, he will likely reduce 
the possibility of helping him, and 
most probably will arouse negati¬ 
vism, resistance, and resentment. 
The minister will be considered an 
impertinent intruder into his pri¬ 
vate affairs, an unwelcome ally of 
his (he feels) misguided wife. 'The 
wife herself has said that she has 
‘tried everything.’ Of course she 


has; wives of hundreds of thou¬ 
sands of alcoholics have used the 
same tactics: they have begged, 
pleaded, wept, nagged, threatened, 
and punished. They have enlisted 
the support of the children and 
they say to Daddy, ‘If you loved us 
you wouldn’t behave this way.’ 
They have, in fact, tried everything 
that has been tried by countless 
wives for countless years without 
success. How can the clergyman 
hope to succeed where wife, child¬ 
ren, probably relatives and friends 
have failed utterly? 

How then can the clergyman 
help? It is likely that he has, in 
the past, tried to ‘reason’ with prob¬ 
lem drinkers, to bring them to a 
realization of the enormity of their 
offences against their families and 
against God’s laws. 

If he views alcoholism as an issue 
of morality and responsibility, the 
clergyman will fail to help the alco¬ 
holic, just as the wife, with the 
same viewpoint, also fails. But now 
clergymen, in steadily increasing 
numbers, are consulting the profes¬ 
sional alcoholism programs and 
members of Alcoholics Anonymous, 
eager to find out why their old 
methods don’t work, and the ‘new 
approach’ does. Clergymen are 
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learning about alcoholism through 
seminars conducted by alcoholism 
programs and many theological col¬ 
leges now include alcoholism in¬ 
struction as part of their regular 
curricula. For effective counselling, 
this is the First Commandment: 
‘Learn about alcoholism.’ 

The clergyman’s own attitude to¬ 
ward drinking and alcoholism will 
largely determine his effectiveness 
in dealing with alcoholics and their 
families. In the minds of many, 
drunkenness and alcoholism are 
one and the same thing. The con¬ 
ception of alcoholism as an illness 
and the alcoholic as a sick person 
who needs help, who can be helped, 
and who is worth helping, is accep¬ 
ted by many intellectually, but not 
emotionally. It is resolutely resis¬ 
ted by others, and oddly enough, we 
find strangely assorted bedfellows 


in this camp; both the ‘liquor inter¬ 
ests’ and the Temperance-Prohibi¬ 
tion advocates. There are those who 
consider themselves knowledgeable 
about alcoholism, but whose writ¬ 
ings indicate mental conflict and 
confusion over the ethical-moral 
aspects of the subject. Here are two 
examples. 

A year or so ago a clergyman 
with a considerable reputation as 
a Pastoral Counsellor, who profes¬ 
ses great understanding of and com¬ 
passion for alcoholics, said in a 
nationally-published article:* ‘Let’s 
stop coddling our alcoholics. They 
got themselves into the jam they’re 
in — they can also get themselves 
out of it.’ He goes on to say: 

‘The scientific, non-judgmental 
approach to the alcoholic amounts 

•MacLachan, Rev. A. J. Let’s stop cod¬ 
dling our alcoholics. Maclean’s Magazine, 
July 30, 1960. 


Mr. Dickey’s article should help to clear away a great deal of the mis¬ 
understanding which does exist still—about this whole field of alcoholism 
—in the minds of so many of us. Ministers and Pastoral Counsellors, 
with the help of such articles as this, are awakening to the fact that 
alcoholism, though apparently due to a lack of moral responsibility in 
its beginnings, rapidly becomes a progressive and uncontrollable sick¬ 
ness. Sickness, of any kind, can only be treated by those who know both 
how to identify the disease, and the steps needed for its treatment. 
Willingness, among clergy today, to accept training and guidance in Alco¬ 
holism Counselling from Alcoholism Centres and Clinics across the con¬ 
tinent is steadily growing. The fight against alcoholism will be fought 
more successfully as clergy apply prayerfully the simple techniques out¬ 
lined here by Mr. Dickey, and learn to cooperate fully in using the trained 
counsellors available at such centres as The Alcoholism Foundation of 
Alberta. 

REV. ROGER J. MAGGS, B.Sc., L.Th. 

The Reverend Roger J. Maggs is rector of St. Philip’s Anglican Church, 
Edmonton, and Chairman of the Diocesan Council for Social Service. He 
is an editor of THE CHURCHMAN, publication of the Anglican Church. 
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to coddling. Our attitude toward 
the alcoholic has become too soft, 
too maudlin, too sentimental. If we 
sincerely want to help the alco¬ 
holic, we’ve got to be a lot tougher 
on him. To pigeonhole him as the 
casual victim of a disease is a super¬ 
ficial and dangerous diagnosis — 
a diagnosis that may prevent him 
from coming to grips with the 
moral problems that lie at the root 
of his difficulties.’ 

This minister appears to advocate 
the treatment that for centuries 
has been the one accorded alco¬ 
holics: the tough treatment, which 
at various times and in various 
places has included the pillory, 
jail, transportation, flogging, ston¬ 
ing, and even death. The old meth¬ 
ods consistently failed to do any¬ 
thing but punish; the new methods 
recognize and treat a pathological 
condition that is not only a moral 
and spiritual sickness, but also a 
physiological, psychological, and 
social disease. Hundreds of thou¬ 
sands of recovered alcoholics, 
whose recovery began when they 
learned that they had a treatable 
illness, are living testimony to the 
efficacy of the ‘new approach.’ 

More recently, another clergy¬ 
man, who is widely known for his 
work among skid roaders and the 
frequenters of pubs, wrote in a 
national church weekly* the follow¬ 
ing confused and contradictory re¬ 
marks: ‘To describe the excessive 
drinker as a sick man, and alcohol¬ 
ism as a sickness, is dangerously 

•Packman, Rev. Arthur. United Church 
Observer, Jan., 1962. 


wrong. Is he sick because he is an 
alcoholic, or is he an alcoholic be¬ 
cause he is sick? The fact is, he 
is an inadequate personality and he 
has a sickness only Christ can cure.’ 
And again in the same article: ‘The 
use of alcohol as a social custom 
raises many issues, and the problem 
of alcoholism, a disease, raises 
many quite different issues.’ 

These two writers quoted above 
would appear not to have made any 
serious attempt to ‘learn about al¬ 
coholism.’ 

So when the wife of an alcoholic 
comes to the priest or the minister 
and pleads for help with her alco¬ 
holic husband, the pastoral coun¬ 
sellor must know something about 
alcoholism and alcoholics, or he is 
defeated before he starts. There is 
no lack of authoritative information 
to guide him—the results of twen¬ 
ty-five years of study by specialists 
in many disciplines, and by recov¬ 
ered alcoholics themselves. 

The wife of the alcoholic can be 
helped, through knowledge and 
understanding; and such enlight¬ 
ened counselling can open the door 
to help for the alcoholic husband. 
But let the counsellor not expect 
to accomplish everything in one or 
two, or even several interviews. 

Is this so simprising? Many stud¬ 
ies confirm the fact that wives of 
alcoholics often demonstrate seri¬ 
ous emotional disturbances. Even 
the most well-adjusted wife, after 
years of frustration, fear, insecur¬ 
ity, and conflict, will suffer some 
emotional damage. Frequently she 
will be unaware of her need of 
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counselling. Her attitude almost 
certainly will be, ‘Who, me? Don’t 
be silly. It’s my husband who needs 
help. There’s nothing wrong with 
me.’ The fact is that she does need 
help. 

Naturally the clerical counsellor 
does not put it to the wife in this 
blunt fashion. Several interviews 
may be necessary before the wife 
herself begins to suspect that per¬ 
haps she is also in need of coun¬ 
selling. 

If we agree that the wife’s atti¬ 
tudes must undergo a change, we 
must remember a fundamental 
truth: attitudes cannot be changed 
unless ways are found, and used, to 
reduce defensiveness; perhaps ‘ego- 
defensiveness’ would be more de¬ 
scriptive. Therapists of the most 
diverse points of view agree that 
attitudes toward other people must 
be changed if the subject is to be 
helped—attitudes of hostility, or 
inferiority, or guilt,—and attitudes 
are changed as defensiveness is 
lessened. 

Before listing the steps by which 
the parishioner may be motivated 
to accept professional psychother¬ 
apy (individual and group) at The 
Alcoholism Foundation, or group 
therapy with Al-Anon (the fellow¬ 
ship of non-alcoholic family mem¬ 
bers of alcoholics), or preferably 
both, let us quote the definition of 
Pastoral Counselling which ap¬ 
peared in the April 1951 issue of 
‘Pastoral Psychology’: . . adept 

listening, whose aim is to discover 
the internal tensions and external 
pressures with which the parish¬ 


ioner is struggling; to evaluate his 
capacity for dealing with these 
tensions and pressures. Then, with¬ 
out removing his personal responsi¬ 
bility, to help him marshal his capa¬ 
cities and resources (personal, 
social, and religious), so as to re¬ 
lieve these pressures to a point 
where he, with an understanding of 
his situation, is able to deal with 
them himself.’ 

If it is by now stipulated that the 
clergyman has learned as much as 
he can about alcoholism the illness, 
and has achieved a thoroughly ob¬ 
jective attitude himself, the follow¬ 
ing suggestions should lead to a 
more favorable prognosis for both 
wife and husband. 

1. Let her ventilate. Let her un¬ 
load, talk about her problems and 
difficulties, with occasional ques¬ 
tions to help her with difficult 
areas or to clarify points. Avoid ex¬ 
pressions of approval, disapproval, 
or sympathy: she has had plenty of 
these, and they have not helped. 

2. Identify the problem. In your 
study of alcoholism you will have 
learned a good deal about the 
phases in the development of the 
illness, and you will recognize the 
symptoms described by the wife. 
You will be able to identify the 
phase through which he is going 
at present. Careful, anxiety-reduc¬ 
ing questions will bring out all per¬ 
tinent information concerning the 
illness. 

3. Help her to learn about alco¬ 
holism. She will have strong reser¬ 
vations concerning the illness con- 
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ception, tending to regard it as a 
willed perverseness. As she begins 
to understand the basic nature of 
alcoholism, and to appreciate her 
husband’s perplexing behavior as 
common symptoms of alcoholism 
rather than as signs of lack of love 
and consideration for her and the 
children, her feelings of confusion 
and hopelessness are reduced, and 
she becomes more capable of view¬ 
ing her situation with some degree 
of calm objectivity. 

4. Focus first on the practical 
situation. Her concern at present 
lies here: his behavior, his job, 
their money, the children. This is 
a ‘safe’ area, that is, it is less threat¬ 
ening to her than the area of per¬ 
sonal feelings and emotional re¬ 
action. You are also giving her 
time and opportunity to gain a feel¬ 
ing of confidence in your attitude 
and in your ability to understand 
the kinds of difficulties and com¬ 
plications she has had to live with. 

5. Move the focus to the effects 
of alcoholism on personal and inter¬ 
personal relationships. Keeping it 
impersonal, avoiding emotional in¬ 
volvement, encourage her growing 
insight into her own problems. In 
teaching her about alcoholism, you 
will have communicated to her 
some of your knowledge of the 
effects of alcoholism not only on 
the problem drinker, but also on 
those around him. 

6. Be aware of the alcoholic’s 
attitude toward his wife. He is at 
this point likely to be resentful of 
everything she says or does. He will 


be hostile to anyone who, he thinks, 
is ‘on her side.’ He will make im- 
reasonable demands, be critical and 
arrogant at one moment, pitiably 
dependent the next. He doesn’t 
know why he drinks as he does; 
he is as baffled as she is. His wife 
is handy, however, and he will 
project the responsibility on her. 
When she doesn’t respond to his 
poorly-timed advances, he suspects 
her of infidelity. 

7. Be aware of the wife’s atti¬ 
tude to her husband. Much of this 
has been discussed earlier. She will 
be deeply hurt, perhaps doubtful 
of her own worth; she may be 
afraid that she has failed as a wife, 
but doesn’t know where or how. 
She has become bitter and with¬ 
drawn; he has lied so often and 
broken so many promises that she 
cannot believe anything he says. 
She may believe he is insane. She 
distrusts his friends and associates. 

8. Let her make her own deci¬ 
sions. She may indicate that she is 
considering separation or divorce. 
Why then has she come to a clergy¬ 
man, not a lawyer? Advising her 
early in the counselling relation¬ 
ship to separate, or not to separate, 
will almost inevitably reduce the 
minister’s effectiveness. The fact 
that she came to a clergyman shows 
that she has an underlying hope for 
preservation and improvement of 
the marriage. This hope is worthy 
of encouragement, but by indirec¬ 
tion in the early interviews. It will 
probably become clear that she has 
frequently threatened to leave, and 
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may have left home several times, 
returning each time in response to 
his promises to do better. These 
episodes were part of her ‘having 
tried everything.’ She will have to 
learn to set firm limits and firm 
alternatives. This learning will take 
time, and will be discussed a little 
later. 

9. Anticipate objections and re¬ 
sistance. In your studies of the alco¬ 
holisms and their attendant prob¬ 
lems, you will know in advance just 
where and what objections to ex¬ 
pect, and all the points of resist¬ 
ance that you will encounter. This 
ability to anticipate her reactions 
is a powerful and effective tool. 

10. Expect, work, and pray for 
improvement—but be conditioned 
for failure. Contradictory? Not at 
all. One of the most eminent of the 
world’s alcoholism specialists. Dr. 
H. M. Tiebout, is a psychiatrist who 
experienced almost nothing but 
uniform failure in treating alcohol¬ 
ics through psychiatry and psycho¬ 
analysis. He had become convinced 
that nothing could help them, until 
he found that several former pa¬ 
tients, whom he had given up as 
hopeless, had made good recoveries 
through the fellowship of Alco¬ 
holics Anonymous. This aroused his 
curiosity, and ever since then (the 
early days of AA and the Yale 
Centre of Alcohol Studies about 
1936-37), he has been in the fore¬ 
front of those scientists who are 
devoting their lives to the study of 
the most complex and baffling of 
all illnesses, alcoholism. 


Many of the most satisfying re- 
covei'ies have been made against a 
background of repeated failures. 
There are, of course, rapid and 
even spectacular successes, but 
most are slow and tedious, requir¬ 
ing infinite patience, understand¬ 
ing, and compassion. 

But, any improvement is encour¬ 
aging. Often enough to be thrilling 
and inspiring, the wife’s under¬ 
standing of alcoholism improves 
and she begins to ‘feel’ that her 
husband has a serious illness, 
rather than just to ‘say’ it. She be¬ 
comes more objective and less 
panicked, and she is better able to 
interpret the father’s condition to 
the children. Her ability to talk 
about, examine, and come to grips 
with her own problems increases, 
and her feelings of uncertainty and 
guilt decrease. She has a growing 
awareness of what she will and will 
not accept as her responsibilities. 
She can better establish and main¬ 
tain definite limits. She learns how 
to live more comfortably and effici¬ 
ently with the problem in the home. 

Over a period of time, probably 
weeks, perhaps months, changes 
are bound to occur in the home en¬ 
vironment of the alcoholic. He is 
not any more subjected to barrages 
of nagging, tears, and scolding. His 
comings and goings are accepted 
dispassionately. He no longer has 
the feeling of being hounded and 
harried and harassed. He becomes 
more and more perplexed over this 
new atmosphere in the home, and 
he must adjust to these changes. 
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Frequently his adjustment is to pre¬ 
sent himself for treatment. 

The wife’s need of counselling is 
not over by any means. She may 
now give the appearance of resist¬ 
ing his recovery, perhaps because 
she is reluctant to relinquish her 
hard-earned ‘head of the family’ 
status, whereas the husband feels 
that he is earning the right to re¬ 
sume this position. She may have 
become dependent on the generous 
outpourings of approval and sym¬ 
pathy to which she has for so long 
been accustomed. She too will 
have to adjust. 

Actually, most alcoholics do seek 
someone’s help much earlier than 
is generally recognized, and it is 
extremely likely that many would 
stop much earlier, if they knew 
how to stop, were not so fearful, 
and didn’t feel that they had to do 
it alone. 

The wife’s plea for help, then, 
may in fact be a plea from the alco¬ 
holic, but once removed, and the 
vital importance of this contact lies 
in knowing something of the back¬ 
ground, not only of alcoholism and 
the alcoholic, but also of the forces 
at work in the home. The need for 
this knowledge cannot be over¬ 
emphasized. 
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Mr. R. W. Jones, Director of Research, is taking a year’s leave of 
absence from March 15. He has been appointed Assistant Director at the 
Center of Alcohol Studies, Rutgers the State University, New Brunswick, 
New Jersey. 

Robert Sommer, Ph.D. is joining the staff of the Foundation as 
Research Associate from April 15th to September 15th, 1962. Dr. Sommer 
is Associate Professor of Psychology and Director of the University 
Testing Service at the University of Alberta. 

Mr. J. George Strachan, Executive Director, will deliver a paper 
dealing with the ways and means of developing an alcoholism program 
at the International Anti-Alcohol Union Conference to be held in Warsaw 
from June 11th to 22nd, 1962. He has been granted a bursary to attend 
the Conference by the Christopher D. Smithers Foundation. 

Consultation Clinic at Westlock 

In conjunction with the local Community Committee on Alcoholism, 
a Consultation clinic has been opened in Westlock. The clinic will be 
held each Friday afternoon at the Whissel Clinic. Patients may make 
appointments by telephoning the clinic directly. (Telephone 23) 

TREATMENT ACTIVITIES 

During 1961 the Foundation’s clinics in Edmonton, Calgary, Leth¬ 
bridge, Medicine Hat, and Grande Prairie saw 491 new patients. 276 
patients stayed in treatment long enough to warrant ‘case’ status. This 
represents an increase over 1960 during which 462 new patients were 
seen and 241 achieved case status. 'The number of counselling interviews 
and group sessions increased; Interviews: 1960—6,837, 1961—8,057; Group 
Sessions: 1960—315, 1961—328. 

Two new counselling staff were added to the Edmonton Clinic: A. M 
Bolle, Ph.D. and Miss Audrey Allison, B.S.W. 
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EDUCATION ACTIVITIES 

January - March, 1962 

Professional and public education activities of the Foundation 
received considerable impetus during the first quarter, with several new 
avenues opened, including the following; 

Theological students at St. Stephen’s College are now among those 
professional people receiving courses of instruction, six sessions having 
been held at the United Church College in January. As at St. Joseph’s 
Roman Catholic Seminary, emphasis has been placed on early recognition 
of alcoholism, pastoral counselling of the alcoholic, and help for the 
families of problem drinkers. 

The dual illness tuberculosis and alcoholism, has long baffled staffs 
of TB hospitals. A pioneering program has been commenced at Aberhart 
Memorial Sanitorium, Edmonton, for indoctrination of all Sanitorium 
staff, in several eight-week series of weekly sessions. The medical staff, 
all nurses, nursing aides, ward aides, orderlies, dietitians, physiothera¬ 
pists, teachers, and rehabilitation officers participated. 

A Youth Advisory Committee has been formed in Edmonton with 
the co-operation of the Council of Community Services and the Edmonton 
Teen Council. Regular meetings are held, and much assistance has already 
been received from the young people in the preparation of a pamphlet 
especially for teen-agers. Plans are under way for a ‘speakers’ bureau’ of 
Committee members, for talks to young people’s groups in churches, the 
‘Y’ and the like. 

Pursuing the Foundation’s interest in ‘communicating’ with young 
people, a unique form of seminar was conducted at Jasper Place High 
School in February, on a Saturday morning, with sixty-five students 
present on a purely voluntary basis. Several short talks vere given, two 
specially-prepared films were shown, and a one-hour discussion period 
involved nine Foundation staff members, each having a small, intimate 
group of students for easier, freer exchange of thoughts and questions. 
This approach was considered to be so successful that further plans are 
being laid for similar occasions 

Another innovation was a two-day Seminar for teachers and guidance 
counsellors of the Jasper Place School Division, at which five staff mem¬ 
bers lectured and led group discussion of the problems associated with 
the presentation of alcohol and alcoholism education in the schools. 

The Foundation’s Orientation Services for nurses in training now has 
been extended to include all Alberta schools of nursing, with the recent 
addition of Archer Memorial Hospital in Lamont. 

In March the Foundation Information Officers held the first of a 
series of regular conferences for discussion of present educational 
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methods and their effectiveness, and for planning additional avenues 
for placing scientific knowledge before the public and the professions. 

Recent additions to the Education Services Department in Edmonton 
and Calgary were Mr. John Motyl and Mr. Gordon Wemp whose years of 
experience in journalism and public relations have enabled the Found¬ 
ation to undertake increased educational activities. 


RESEARCH ACTIVITIES 

October - December, 1961 

The following sub-studies were completed and issued during the 
quarter: 

Geographic Distribution of Outlets for on Premises Consumption of 
Beverage Alcohol; An index for Program Priority Based on Cirrhosis 
Deaths, Age 25 and Over, and Population, Age 25 and Over; Offences 
Involving Confiscation of Liquor. 

Progress of some importance was made in the following projects: 
Personality Changes Resulting from Therapy; Description of Drink¬ 
ing Problems Among Hutterites in Alberta; Follow-up Study of Found¬ 
ation Patients; Analysis of Enquiries Opened and Raised to Applicant 
Status 1956—1960. 


OTHER FOUNDATION SERVICES 


• ADVISORY SERVICES: 

Professional advice and assistance on tlic problems of alcoholism. 

• AUDIO-VISUAL AIDS: 

Films, tapes, records, and displays are available on loan. 

• CONFERENCES and SEMINARS: 

To create a better understanding of the problems of alcoholism and 
methods of dealing with those problems. 

• INDUSTRIAL WORKSHOPS: 

For the education of management, supervisory staffs, and general em¬ 
ployees in Alberta industry. 

• ORIENTATION PROGRAMS: 

For nurses, doctors, internes, penal officials, personnel managers, social 
workers, clergymen, teachers, and other groups. 

• PUBLICATIONS: 

Progress, Digest on Alcohol Studies, and original brochures 
and pamphlets. 

• REFERENCE LIBRARY: 

Books, pamphlets, and publications by authorities in the field of 
alcoholism. 

• SPEAKERS' BUREAU: 

For professional, industrial, church, social, school, civic, and other 
groups requesting information. 


The illustrations in Progress are by Harry Heine 
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